CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. 

Regular Meeting, October 8, 1907. 

- J. Hoeinger, M.D., President. 

A*Case ofiLaryngeal Stenosis. By J. T. Campbetl, M. D. 

DISCUSSION. 

Dr. E. Fi.EI'Ciier Ingai.s: A cursory examination of the case 
leads me to believe that it is one of tuberculosis. The uniformity of 
the swelling on both sides militates against malignancy. The fact 
that iodides did not improve the patient eliminates syphilis and the 
fact that the iodides made the patient feel worse points toward tu¬ 
berculosis. Eliminating the history given, I think every one would 
consider this a case of tuberculosis. The fact that no tubercle bacilli 
have been found would not militate against that diagnosis, because 
very often we fail to find bacilli in laryngeal tuberculosis. 

Du. O. T. Freer: In mv opinion tbe anatomical conditions in 
Dr. Campbell’s case indicate perichondritis of the cricoid cartilage, 
involving both its posterior and anterior portions. The smooth, 
edematous enlargement of the posteror wall of the larynx, bulging 
into the laryngo-pharynx, and the symmetrical subglottic swellings 
that meet in the centre below the cords are typical of this affection. 
On one side the inflammatory process has caused a fixation of the 
cricoarytenoid joint, while the other is still movable. 

Chronic perichondritis of the cricoid cartilage has many causes 
and as Dr. Ingals suggests, it may be of tubercular origin in this 
instance. I recall two cases from my experience which were trau¬ 
matic. In the first, the disease followed a laryngotomy performed 
by me for the removal of a sarcoma of the cord and until I lost sight 
of the patient the condition created a total closure of the laryngeal 
lumen. In the second case, the perichondritis was maintained by 
the prolonged wearing of a tracheotomy tube, which had been 
inserted too high, after division of the cricoid cartilage in front, the 
larynx being completely filled by the swelling in this instance. 

As to the cause of the condition in Dr. Campbell’s patient, it 
seems to me that it can not be determined without further obser¬ 
vation of the case. 
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Dr. A. W. Baer: I would like to ask Dr. Campbell whether he 
has tried the interrupted galvanic current? 

Dr. Cam them. : No, I have not. 

Dr. Baer: I am sure that nothing would give the patient more 
relief and better results in the case than electricity. 

Dr. George E. Shamhaugii : I saw this patient a few days ago, 
and the findings described by Dr. Campbell agree with those I found. 
I think that an intralaryngcal incision might be of some benefit to 
the patient. 

Dr. Hoi.i’nger : I do not believe that this is a case of malignant 
growth, because there is an absence of swelling in the glands of 
the neck. I agree with Dr. Ingals that it is tubercular, and suggest 
ignipuncture. The procedure is not painful if the area is well 
cocainized, and is exceedingly valuable. 

Dr. J. T. Camprei.i, (closing the discussion) : These things have 
all been considered. Dr. Ilardic and Dr. Morgenlbau saw the man 
with me and we were unable to make a positive diagnosis. I think 
that trypsin has done much good in this case. This man has gained 
41 lbs. in weight and this gain agrees with the results usually ob¬ 
tained by the use of trypsin. The man I showed here a year ago has 
.since died and carcinomatous involvement of the base of the tongue 
and the glands of the neck was found. 

Some Points in the Surgery of the Sphenoid Sinus. By A. IT. 

Andrews, M. D. 

discussion. 

Dr. F. E. Brawi.ey: I believe that the curvature Dr. Andrews 
gives his probe is a real advance in the diagnosis of diseases of 
the sphenoid sinus. I think that his objection to removing at least 
a portion of the middle lurbinal may be questioned, because the 
original sphenoid disease depends to a great extent on stenosis in 
this region. There arc hypertrophies of the middle turbinal which 
close the channel in the nose, thus preventing proper aeration and 
reducing the vitality of the tissues. There is no objection to re¬ 
moving at least the posterior half or third of the middle turbinal, so 
that the ostium can be reached directly. 1 have used this probe in 
two cases. I was successful in one, and unsuccessful in the other. I 
had to make my probe myself, however, and that may account for 
the lack of success in the one case. 

Dr. Andrews (closing the discussion): I am not opposed to 
doing anything necessary for the cure of these cases, no matter 
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how radical it may seem, but I do not approve of the removal of the 
middle turhinal on suspicion in every ease where the sinus should 
be explored. The exploration of this sinus is so comparatively sim¬ 
ple, that I feel I have sadly neglected a great many patients whom 
I have treated for what they called “post-nasal catarrh.” 

Severe Primary Hemorrhage After Removal of the Faucia Tonsil. 

By O. J. Stein, M. D. 

To be published in full in a subsequent issue of Tiie Laryngoscope. 

DISCUSSION. 

Dr. E. Pyxchox: I have on several occasions noticed that if a 
tonsil operation is done during the menstrual period, there is more 
soreness than at other times, so 1 advise against the operation at 
such times. Dr. Stein did not mention the application of a strong 
solution of nitrate Of silver, 25 per cent. In those cases where there 
is oozing from the surface, nothing is more efficient. 

Dr. H. Stoi.TE, of Milwaukee: During the past year I have had 
much to do with hemorrhage from the tonsil. During that time 
I attended many Catholic Sisters who, I believe, because of their 
sedentary life, have tissues poor in vitality and blood vessels with 
insufficient contractile powers. I had so many cases of hemorrhage 
that I was afraid to operate any more in these cases. The first 
remedy to check the bleeding I use is a one per cent dioxogen ice 
water gargle. If the bleeding does not stop then, I arm an appli¬ 
cator with a big pledget of cotton, dip this in pure dioxogen and then 
press the instrument with force into the tonsil pocket, holding it 
there for two minutes. In about 90 per cent of all eases of severe 
hemorrhage, the hemorrhage stopped. If there is any oozing, I 
apply a strong nitrate of silver solution, using a moment when the 
bleeding surface is dry, instantaneously after having removed the 
cotton pledget. If both these remedies fail, 1 suture the arch, espe- 
ciallv when there is arterial bleeding from the upper part. I use 
Yankauer’s needles, and the suture is quickly made. The reaction 
is not great, there is only a little edema, and the bleeding is checked 
absolutely. In one case I made use of Dr. Pynchon’s method of 
cautery dissection. It was more painful than a cutting operation, 
but there was no hemorrhage. In suitable cases I am going to 
resort now to the cautery method. 

Dr. O. T. Freer: Among local measures for the control of hem¬ 
orrhage after tonsillotomy I have used the Mikulicz tonsil clamp 
with varving results. In some cases, presumably where the bleeding 
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vessels were in the bottom of the excavation left by the tonsil ex¬ 
cision, it promptly controlled the hemorrhage. In other cases the 
bleeding continued, while the clamp was in place, and in others it 
returned as soon as the clamp was removed, so that it had to be 
worn for many hours. I have never seen injury from the Mikulicz 
clamp. 

The advice is often given, under the supposition that the hemor¬ 
rhage comes from visibly spurting vessels, to stop the bleeding by 
seizing them with long artery forceps. In practice I have had no 
success with this procedure for I have not been able to see definite 
jets of blood in the tonsillar wound, indicating the vessels to be 
seized. While such jets may have existed underneath the fluid and 
clotted blood which filled the niche from which the tonsil had been 
excised, the constant flow of blood hid them from view, so that 
instead of accurately grasping the bleeding points with the forceps, 
as in a wound upon the surface of the body, I blindly tried to seize 
them in the bottom of a well of blood, the proceeding being made 
more difficult by the retching of the patient. I not only hurt him 
a great deal, but aggravated the bleeding and inflicted injury which 
led to subsequent inflammation. 

Of late, as an aid to local measures for the control of tonsillar 
hemorrhage, I have come to rely a good deal on general ones which 
withdraw the blood from the throat into other parts of the body 
or reduce the general blood pressure. The first of these general 
measures is the taking of deep inspirations by the patient while he 
stands. The upright position favors syncope, hence a lowering of 
the blood pressure, and the deep inhalations suck blood into the 
thorax as well as air, thus withdrawing it from the wounds in the 
throat and giving open vessels a chance to close. In two cases of 
tonsillar hemorrhage I have seen the bleeding checked by this 
simple measure alone. 

The second general measure is the production of emesis. This 
is a well known remedy for controlling pulmonary hemorrhage and 
acts by lowering the blood pressure by weakening the force of the 
heart. Emesis is best induced by a hypodermic injection of one- 
tenth of a grain of apormorphine. I have repeatedly seen tonsillar 
hemorrhage cease spontaneously, when the patient vomited on ac¬ 
count of blood he had swallowed. 

The third general measure, to be used in cases of severe tonsillar 
hemorrhage, is the ligation of the extremities in order to confine the 
blood in them and to withdraw it from the general circulation. 
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I suggest a combination of the general measures suggested with 
local ones instead of the reliance on the latter only, which now seems 
to be the practice. Local applications are apt to be employed in 
rotation until the last one used, when the bleeding stops spontane¬ 
ously because of approaching syncope due to the loss of blood, for 
the time being obtains the credit of being a most effective remedy 
for stopping' tonsillar hemorrhage until used in the beginning of 
the next case it proves useless. 

Dr. J. C. Bi-;ck: The fact that during menstruation bleeding 
occurs more often and more profusely is so well known in surgery, 
that the surgeon will not operate, except in emergency cases, during 
this period. But there arc other conditions that favor hemorrhage, 
such as cholcmia, or, during cholelithiasis, where the blood is 
changed. Surgeons nowadays always examine into the coagula¬ 
bility of the blood. In a recent issue of the Johns Hopkins Bulletin, 
Williams and Shedon described a means for estimating the coagula¬ 
bility of the blood which is applicable in all cases. This method is 
very simple, and I have tried it in a number of instances, with good 
results. At the Presbyterian Hospital, much reliance is placed on 
this test, and it is carried out before every operative procedure. I 
have found that in most of my cases the coagulability of the blood 
is normal. I have not had a severe hemorrhage in a single case 
where the method was employed. If the coagulability is lessened, 
we will not operate, but administer a number of doses of calcium 
chloride so as to increase the coagulability of the blood. The patient 
will also be denied foods which increase the tendency to hemor¬ 
rhage. 

I have had hemorrhages and I always rely on the arterial for¬ 
ceps. One can sec where most of the bleeding comes from, and 
one need only grasp the region of the tonsil and not the vessel to 
check the bleeding. The anterior pillar usually is the one to be 
grasped. The bleeding is checked in a few minutes. I consider the 
Mikulicz clamp an instrument of last resort. I have had marked 
infiltration follow its use, and considerable difficulty in swallowing 
and in the use of the voice. 

Dr. G. P. Head: I agree with Dr. Beck in regard to the use of 
the artery forceps. If it is an arterial hemorrhage, you can get per¬ 
fect control at once by using a long artery forceps instead of wait¬ 
ing for clotting to take place. I want to call attention again to a 
general measure which I used successfully in the worst case of 
hemorrhage I ever had, and that is the hypodermic injection of 
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vcratrum viridc. The hemorrhage ceased immediately and I could 
not attribute the result to anything except the veratrum. 

Dr. IT. M. Thomas: I want to ask Dr. Stein whether lie has tried 
ferropyrin for the control of primary hemorrhage after tonsillo¬ 
tomy ? 

Du. Stein : I have not. 

Du. 'Thomas: Tt has been my custom for some time in cases of 
primary hemorrhage after tonsillotomy to use fcrropvrin. The 
preparation consists of equal parts of chloride of iron and antipvrin. 
It is a most admirable styptic when applied in the dry form on a 
pledget of cotton. 

Du. J. G. \Vu.son: r.elieving that the blood supply of the tonsil 
is definitely located, I sec no reason why artery forceps cannot be 
applied effectively to check hemorrhage. In discussing hemorrhage 
from the tonsil, two things must be considered, first, the question of 
hemorrhage from the pillars of the fauces and plica triangularis, and, 
secondly, that from the tonsillar sinus. The exponents of the 
enucleation method necessarily cut very deeply and so easily pass 
through the fibrous sheath of the tonsil and injure the constrictor 
muscle. Thus they run great risk of severing the larger branches 
of the tonsillar artery. The location of the larger branches of the 
tonsillar artery is perfectly definite; they come from the main trunk 
at the middle of the tonsil, one branch passes upward and the other 
downward toward the poles of the tonsil. It is therefore possible 
with artery forceps to catch the tissue lying in this median area and 
so to arrest hemorrhage after the removal of the tonsil, be it a 
spouting artery or a general oozing. The blood supply of the an¬ 
terior pillar and plica triangularis comes chiefly from the lingual; 
that of the posterior pillar comes chiefly from the descending pharyn¬ 
geal. With this knowledge it is not difficult to apply forceps in such 
a way as to arrest hemorrhage in these areas. 

Du. TJ. Guadi.E : It has been my good fortune not to have seen 
any severe hemorrhages after tonsillotomy for a considerable time. 
I may perhaps attribute this to mv plan of not removing the lower 
part of the tonsil, in which there arc no crypts. Observation of 
patients after partial tonsillotomy has shown me that they do not 
seem to suffer any disadvantage from leaving this lower remnant, 
and since following this plan I have not had an alarming hemor¬ 
rhage. 

Another styptic not mentioned which I have used very much in 
hemorrhage, especially from the inferior turbinal, is a mixture of 
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dry tannin and a strong antipvrin solution. It is-about the most 
rapid acting of the 11011 -caustic astringents with which I am familiar. 

Dr. Stein (closing the discussion) : It is remarkable how long 
we can go without having a ease of severe hemorrhage. I never 
had one as severe as this in the seventeen years I have done this 
work. IS I y report was intended mainly to emphasize the importance 
of inquiring into this one causative factor, menstruation. We are 
all interested in hemorrhages, and we all have our favorite remedies. 
They are all good. I used nitrate of silver solution, in 33 per cent 
strength, in this ease, but without result. I am fond of dioxogen 
or peroxide of hydrogen, and I use it and usually it is sufficiently 
styptic to slop in ordinary hemorrhage. I also employ deep breath¬ 
ing through the mouth or nose, if J am doing an adenectoniy,although 
I never have niv patients stand. I think there is considerable value 
in this method. As to the question of demonstrating the coagula¬ 
bility of the blood, I think it is of great value, but I doubt if many of 
us employ this test, particularly before operations on the tonsil. I 
do believe, however, that it would be a good plan to do so. 

I am reminded by the discussion of a few eases reported by Moritz ' 
Schmidt, who speaks of severe prolonged hemorrhage following 
operations about the throat in patients who wore a tight collarband. 
Loosening the band immediately checked the hemorrhage. I dem¬ 
onstrated that once to my entire satisfaction. 

As far as applying sutures and forceps to the bleeding point or 
particularly to the anterior pillar is concerned, I have often spoken 
of the use of the tenaculum, passing the instrument through the 
anterior and posterior pillars, giving it one twist, and holding it to 
the side of the mouth. That will usually check an ordinary hemor¬ 
rhage. I did not have a tenaculum handy at the lime when the 
bleeding occurred in the case reported, therefore I used the forceps. 

The Use of Electrolysis for the Destruction of Dilated Veins of 
the External Nose and Septum. By O. T. Freer, M. D. 

To be published in full in a subsequent issue of The Laryngoscope. 

DISCUSSION. 

Dr. IT. Stoi.te, of Milwaukee: I want to ask Dr. Freer whether 
lie has used positive electrolysis on red noses due not to dilated blood 
vessels, but to a general redness from not visible capillaries, and 
whether lie lias used positive electrolysis on dilated arteries of the 
nose, and whether a hemorrhage would not result as soon as the 
artery is punctured? 
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Dr. O. T. Freer (closing the discussion) : I have not used the 
method for simple redness of the nose, nor have I had an oppor¬ 
tunity to try the needle in the case of small dilated arteries, but 
the very minute puncture made could not produce hemorrhage of 
any consequence from them and the electric current would speedily 
stop any bleeding. ' 

A Window Resected Septum. By J. C. Beck, M. D. 

Dr. Beck presented a specimen taken from a patient who died 
from pneumonia two and a half years after a submucous resection 
had been done. The specimen shows that there is no regeneration 
in the septum of either bone or cartilage, but merely a formation of 
dense fibrous tissue with complete restoration of the mucous mem¬ 
brane. The patient was 35 years of age when operated on. 


Inspection of School Children with Special Reference to the Ear, 
Nose and Throat. Ciias. Wyciie, (St. Louis). Si. Louis 
Med. Rev., May 4, 1907. 

Ihe author urges the importance of an early otological examina¬ 
tion, and mentions as requiring special attention, enlarged tonsils, 
irregularities of the septum, hypertrophic and atrophic rhinitis, and, 
above all, to adenoids. 

Lye examinations in the public schools have attracted the at¬ 
tention of the public, which attaches a lack of importance to otology, 
and is due to ignorance on the part of the parents and to some ex¬ 
tent on the part of teachers. Each pupil, irrespective of what the 
teacher thinks, or the pupil may feel in regard to his condition, 
should be carefully examined. A card system recording the condi¬ 
tion obtaining should be kept. 

Notification in case treatment is necessary should be sent to parents 
at once, and this would relieve the teacher of all responsibility as 
to future complications. That a teacher who has the same pupils 
under him or her for months will readily acquiesce in the physician’s 
demands for treatment is a foregone conclusion. Much more diffi¬ 
cult will be the training of parents, there being a popular prejudice 
in the minds of well-to-do parents that only children of the poor are 
hampered by ailments undiscovered by parents and guardians. 

It will be noticed that the author’s views are, in essentials, those 
carried out by the system of Dr. Frank Allport of Chicago, and now 
compulsory by law in several states. _ Eaton. 



